Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: J & A CHAPTER 100.1
Address: Inspection Date: February 12, 2020 Annual
45-349 Kenela Street, Kaneohe, Hawaii 96744

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-9 Personnel, staffing and family requirements. PART 1
(a)
All individuals who either reside or provide care or services
to residents in the Type | ARCH, shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type 1 ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafter shall be examined by a physician annually, CORRECTED THE DEFICIENCY
to certify that they are free of infectious diseases.
FINDINGS
Substitute Care Giver (SCG) #1 — No documentation of Bonugl P& o A P -
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(a)
All individuals who either reside or provide care or services FUTURE PLAN

to residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type | ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS

Substitute Care Giver (SCG) #1 — No documentation of
annual physical exam. Submit copy of current physical
exam.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(&)3)
The substitute care giver who provides coverage for a period
Jess than four hours shall: DID YOU CORRECT THE DEFICIENCY?
Be currently certified in first aid; USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

FINDINGS
SCG#1 — Current first aid certification unavailable. Submit W . e
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
> | §11-100.1-9 Personnel, staffing and family requirements. PART 2
(eX3)
The substitute care giver who provides coverage for a period
less than four hours shall: FUTURE PLAN
Be currently certified in first aid; USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
SCG#1 — Current first aid certification unavailable. Submit IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements, PART 1
(e)(4)
The substitute care giver who provides coverage for a period
less than four hours shall: DID YOU CORRECT THE DEFICIENCY?
Be trained by the primary care giver to make prescribed USE THIS SPACE TO TELL US HOW YOU
medications available to residents and properly record such CORRECTED THE DEFICIENCY
action.
FINDINGS
SCG #1 and 5CG #2 — Documentation of primary care giver S _ :
(PCG) training to administer medications unavailable. Cordt 1 anch SCh 82 W\'@ OOH’I?l ted -’h’[f{im%.
Submit a copy of PCG training for SCG #1 and SCG #2. ,17 lea St Se ﬂ*’fﬁd’) LA OQJIS' ,&02{)




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
{eX(4)
The substitute care giver who provides coverage for a period FUTURE PLAN

less than four hours shall:

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action.

FINDINGS

SCG #1 and SCG #2 — Documentation of primary care giver
(PCQ) training to administer medications unavailable.
Submit a copy of PCG training for SCG #1 and SCG #2.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
(§$1)1 00.1-9 Personnel, staffing and family requirements. PART 1
(1
The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements DID YOU CORRECT THE DEFICIENCY?
specified in subsection (e} shall:
USE THIS SPACE TO TELL US HOW YOU

Be currently certified in cardiopulmonary resuscitation; CORRECTED THE DEFICIENCY
FINDINGS
SCG #1 — Current CPR certification unavailable. Submit
copy of CPR certification. Ve WSl abhche 4 WP\I bz |t> Ri2o




greater than four hours in addition to the requirements
specified in subsection (g) shall:

Be currently certified in cardiopulmonary resuscitation;
FINDINGS

SCG #1 — Current CPR certification unavailable. Submit
copy of CPR certification.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-9 Personnel, staffing and family requirements. PART 2
(H(1)
The substitute care giver who provides coverage for a period FUTURE PLAN
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-12 Emergency care of residents and disaster PART 1
preparedness. (b)
The licensee shall maintain a first aid kit for emergency use DID YOU CORRECT THE DEFICIENCY?
for each Type | ARCH. :
FINDINGS USE THIS SPACE TO TELL US HOW YOU
First aid kit contains aspirin, insect bite ointment, and eye CORRECTED THE DEFICIENCY
wash solution. Q d L _
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
X] | §11-100.1-12 Emergency care of residents and disaster PART 2
preparedness. (b) ]
The licensee shall maintain a first aid kit for emergency use
for each Type ] ARCH, M!M_P“IAE
FINDINGS USE THIS SPACE TO EXPLAIN YOUR F UTURE
First aid kit contains aspirin, insect bite ointment, and eye PLAN: WHAT WILL YOU DO TO ENSURE THAT
wash solution. IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
§11-100.1-14 Food sanitation. (a) PART 1
All food shall be procured, stored, prepared and served
under sanitary conditions. DID YOU CORRECT THE DEFICIENCY?
FINDINGS
Boxes of expired beef and macaroni and canned goods USE THIS SPACE TO TELL US HOW YOU
stored in kitchen pantry. CORRECTED THE DEFICIENCY
Removed ai tne cxpiied ey 4 canned g
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (a) PART 2
All food shall be procured, stored, prepared and served
under sanitary conditions. FUTURE PLAN
FINDINGS
Boxes of expired beef and macaroni and canned goods USE THIS SPACE TO EXPLAIN YOUR FUTURE
stored in kitchen pantry. PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
§11-100.1-14 Food sanitation. (c) PART 1
Refrigerators shall be equipped with an appropriate
:l;:fr;r:.ometer and temperature shall be maintained at 45°F or DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Refrigerator temperature is outside of acceptable range at CORRECTED THE DEFICIENCY
50°F.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Dat

§11-100.1-14 Food sanitation. (c) PART 2 =
Refrigerators shall be equipped with an appropriate
thermometer and temperature shall be maintained at 45°F or
lower. FUTURE PLAN
FINDINGS _ . USE THIS SPACE TO EXPLAIN YOUR FUTURE
Ref;gerator temperature is outside of acceptable range at PLAN: WHAT WILL YOU DO TO ENSURE THAT
50°F. IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-14 Food sanitation. (f) PART 1

Toxic chemicais and cleaning agents, such as insecticides,

fertilizers, bleaches and all other poisons, shall be properly

labeled and securely stored apart from any food supplies. DID YOU CORRECT THE DEFICIENCY?

FINDINGS USE THIS SPACE TO TELL US HOW YOU

Bottle of Clorox stored unsecured in kitchen cabinet. CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-14 Food sanitation. (f)

Toxic chemicals and cleaning agents, such as insecticides,
fertilizers, bleaches and all other poisons, shall be properly
labeled and securely stored apart from any food supplies.

FINDINGS
Bottle of Clorox stored unsecured in kitchen cabinet.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-87 Personal care services. (a)

The primary care giver shall provide daily personal care and
specialized care to an expanded ARCH resident as indicated
in the care plan. The care plan shall be developed as
stipulated in section 11-100.1-2 and updated as changes
occur in the expanded ARCH resident’s care needs and
required services or interventions.

FINDINGS

Resident #1 — Care plan states, “monitor voiding and
incontinence and document”. However, no documentation of
voiding or incontinence available for review.

Resident #1 — Care plan states, “monitor and document BMs
on daily flowsheet, Observe and document color, size, and
loose/hard consistency™. Documentation of BMs unavailable
for review,

PART 1

Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
D | §11-100.1-87 Personal carg services. (a) PART 2
The primary care giver shall provide daily personal care and
specialized care to an expanded ARCH resident as indicated
in the care plan. The care plan shall be developed as w

stipulated in section 11-100.1-2 and updated as changes
occur in the expanded ARCH resident’s care needs and
required services or interventions.

FINDINGS

Resident #! — Care plan states, “monitor voiding and
incontinence and decument”. However, no documentation
of voiding or incontinence available for review.

Resident #1 — Care plan states, “monitor and document BMs
on daily flowsheet. Observe and document color, size, and
loose/hard consistency”. Docamentation of BMs unavailable
for review,

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management gualifications and services. PART 1

{(cH2)

Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall:

Develop an interim care plan for the expanded ARCH
resident within forty-eight hours of admission to the
expanded ARCH and a care plan within seven days of
admission. The care plan shall be based on a comprehensive
assessment of the expanded ARCH resident’s needs and
shall address the medical, nursing, social, mental,
behavioral, recreational, dental, emergency care, nutritional,
spiritual, rehabilitative needs of the resident and any other
specific need of the resident. This plan shall identify all
services to be provided to the expanded ARCH resident and
shall include, but not be limited to, treatment and medication
orders of the expanded ARCH resident’s physician or
APRN, measurable goals and outcomes for the expanded
ARCH resident; specific procedures for intervention or
services required to meet the expanded ARCH resident’s
nceds; and the names of persons required to perform
interventions or services required by the expanded ARCH
resident;

FINDINGS

Resident #1 — Care plan states, “When restraint should be
used: when in bed, when in W/C”. Physician ordess for
restraints while in wheelchair unavailabie.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-88 Case management qualifications and services. PART 2
(eX(2)
Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or FUTURE PLAN

surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall:

Develop an interim care plan for the expanded ARCH
resident within forty-eight hours of admission to the
expanded ARCH and a care plan within seven days of
admission. The care plan shall be based on a
comprehensive assessment of the expanded ARCH
resident’s nceds and shall address the medical, nursing,
social, mental, behavioral, recreational, dental, emergency
care, nutritional, spiritual, rehabilitative needs of the
resident and any other specific need of the resident, This
plan shall identify all services to be provided to the
expanded ARCH resident and shall include, but not be
limited to, treatment and medication orders of the expanded
ARCH resident’s physician or APRN, measurable goals and
outcomes for the expanded ARCH resident; specific
procedures for intervention or services required to meet the
expanded ARCH resident’s needs; and the names of persons
required to perform interventions or services required by the
expanded ARCH resident;

FINDINGS

Resident #1 — Care plan states, “When restraint should be
used: when in bed, when in W/C”, Physician orders for
restraints while in wheelchair unavailable.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: ,iu,m B &Wld{zﬁp

Print Name:  SUSAN P, ZONDoy

Date: 4]2[202
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